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ABSTRACT
Objectives: The purpose of this study was to determine if birth outcomes for Medicaid re-
cipients were improved with participation in the Illinois Family Case Management Program.
Methods: Health program data files were linked with the 1996 Illinois Vital Records linked
birth–death certificate file. Logistic regression was used to characterize the variation in birth
outcomes as a function of Family Case Management participation while statistically control-
ling for measurable factors found to be confounders.
Results: Results of the logistic regression analysis show that women who participated in
the Family Care Management Program were significantly less likely to give birth to very low
birth weight infants (odds ratio [OR] 5 0.86, 95% confidence interval [CI] 5 0.75, 0.99) and
low birth weight infants (OR 5 0.83, CI 5 0.79, 0.89). For infant mortality, however, the ad-
justed OR (OR 5 0.98, CI 5 0.82, 1.17), although under 1, was not statistically significant.
Conclusions: These results suggest that the Family Case Management Program may be ef-




AN ESTIMATED 28,237 INFANT DEATHS (deaths inthe first year of life) were reported in the
United States in 1996, corresponding to an infant
mortality rate of 7.2 per 1000 births, the lowest
ever recorded in the United States. Despite the
decline, however, the low birth weight (LBW)
rate (number of infants born weighing ,2500 g
per 1000 births) reached 7.4% in 1996, the high-
est level reported since 1975.1
Two key factors, the birth weight distribution
and the weight-specific mortality rates (death
rates for infants at a given weight), determine
the infant mortality (IM) rate. The rapid decline
in IM from 1970 until the mid-1980s was pri-
marily due to the decline in neonatal mortality
(death in the first 27 days of life), with only a
moderate decrease in the LBW rate during this
period. This decline has been attributed to the
increased survival of LBW infants as a result of
the introduction of neonatal intensive care2 and
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the expansion of regionalized perinatal sys-
tems.3
The rapid decline in the IM rate slowed in the
late 1980s, although both the neonatal mortality
rate and the postneonatal mortality rate (deaths
from 28 to 364 days of life per 1000 live births)
continued to decline. As the LBW rate increased
during this same period, the declines in the IM
rate can only be due to declines in weight-spe-
cific mortality rates, and this has been the case.
Declines in both the neonatal and postneonatal
mortality rates likely reflect two important de-
velopments, introduction of an effective treat-
ment for respiratory distress syndrome and 
decrease in death from sudden infant death syn-
drome (SIDS).4
Although IM has declined for all racial groups,
major disparities persist. The relative difference
in IM between African Americans and whites has
increased, primarily reflecting the difference in
neonatal mortality rates.4 Higher neonatal mor-
tality rates among African Americans reflect their
higher proportion of LBW and very low birth
weight VLBW (,1500 g) births.5
IM due to disorders related to short gestation
and LBW, second only to congenital anomalies as
the leading cause of IM, exhibited the smallest
decline since 1979 of the 10 leading causes of in-
fant death.1 Furthermore, of the LBW infants who
do survive, many suffer lifetime disabilities, such
as blindness, mental retardation, and neurologi-
cal disorders.6–8 Thus, prevention of short gesta-
tion and LBW is one of the most important chal-
lenges facing medicine and public health today.
LBW is a multifaceted problem and has been
linked to a variety of interrelated factors, includ-
ing race, age, level of education, maternal health,
use or abuse of substances, and prenatal care.9
The collective evidence suggests that adequate
prenatal care is associated with decreased LBW
rates, but predominantly among infants who are
carried to term.10 In order for prenatal care to 
reduce both intrauterine growth retardation
(IUGR) and preterm birth, prenatal intervention
must target potentially modifiable risk factors. Of
the currently known risk factors for IUGR and
preterm delivery, those most amenable to modi-
fication include (1) psychosocial (e.g., reduction
or cessation of smoking), (2) nutritional (e.g., in-
creasing prepregnancy weight and ensuring ad-
equate weight gain during pregnancy), and (3)
medical (e.g., reducing overall morbidity).10
Comprehensive prenatal care that includes case
management is one possible method through
which women can receive the services they need
to address these factors and reduce their risk of
having a LBW infant.
Studies evaluating comprehensive prenatal
care case management programs for women on
Medicaid have shown variable effects on birth
outcomes. One study found improvement in birth
outcomes statewide.11 Other studies demon-
strated improvement in birth outcomes for sub-
populations only—medically high-risk women,12
women on cash assistance only,13 and African
American women only,14 whereas another study
demonstrated no impact of comprehensive pre-
natal care case management services on birth out-
comes.15 Content and implementation of these
programs certainly vary from state to state and
may even vary between sites within each state.
Further evaluation of comprehensive prenatal
care case management services is needed to val-
idate these studies and to identify the program
features that are associated with improved birth
outcomes.12
In the State of Illinois, IM and LBW are partic-
ularly pressing problems. In a country with an
IM rate that is much higher than those of most
developed nations, Illinois is consistently among
those states with the highest rates in the country.
The state reliably ranks at or near 43 and 37 of
the 50 states in IM and LBW rates, respectively.16
In 1993, through the Medicaid eligibility ex-
pansions and federal funds for enhanced prena-
tal care services, Title V, and State general rev-
enue funds, the Illinois Family Case Management
Program was implemented. Family Case Man-
agement delivers case management services to
Medicaid-eligible and medically indigent preg-
nant women, infants, and high-risk children
across the state. This retrospective cohort study
assesses the effects of the prenatal care compo-
nent of the Family Case Management Program on
birth outcomes in 1996 in the state of Illinois.
MATERIALS AND METHODS
The Family Case Management Program
Family Case Management services are pro-
vided to women and children through state con-
tracts with local health departments, federally
qualified health centers, and community-based
organizations. The goals of the program are to
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provide access to healthcare, including prenatal
care, pediatric primary care, family planning ser-
vices, and specialty services; identify and resolve
access barriers; and provide education. Women
are recruited into the program through partici-
pation in other programs, including the Special
Supplemental Nutrition Program for Women, In-
fants, and Children (WIC) and Medicaid, and
through community outreach.
Once a woman decides to participate in the
program, her needs are assessed by a case man-
ager who has a bachelor’s level degree (prefer-
ably, but not necessarily, in a health-related field).
Assessment involves dialogue between the client
and case manager to assess health, social, envi-
ronmental, and educational needs, as well as ac-
cess barriers. The case manager together with the
client then develops an individual care plan,
which focuses on the woman’s areas of highest
need. Through linkages with other programs and
resources within the agencies themselves, case
managers refer the clients to and provide them
with needed services. Services are provided
throughout the pregnancy and for up to 1–3 years
after delivery. An emphasis is placed on follow-
up, both in the home and in the Family Case Man-
agement office, with the hope that the women
will adopt healthy behaviors during pregnancy
and become skilled in seeking out resources
within their communities.
Data sources
Three data sources were used to carry out this
evaluation: (1) Cornerstone, Illinois’ management
information system for the Family Case Manage-
ment and WIC programs, (2) the Medicaid Man-
agement Information System (MMIS), and (3) the
1996 Vital Records Master Birth File. These data-
bases were linked as follows. First, to identify all
women who participated in Family Case Man-
agement, Cornerstone files were matched to the
1996 Vital Records Master Birth File using a set
of 20 variables, including the infant’s first and last
names, the date of delivery, and the mother’s first
and last names or maiden name. Next, using the
same matching fields to identify all women with
a hospital delivery claim paid for by Medicaid
during calendar year 1996, the MMIS files were
electronically linked to the previously linked Cor-
nerstone–1996 Master Birth File. A matching rate
of 98% was achieved for both steps. Next, all wo-
men on Medicaid with expected delivery dates in
1996, but still without a Medicaid paid hospital
claim, were identified in MMIS and matched to
the Vital Records Master Birth File. The Master
Birth File was then linked to the Death Certificate
File from the Matched Birth–Death Certificate
File.
Study population
For the purposes of this study, birth outcomes
for women participating in both the Medicaid
and the Family Case Management programs
(42,683) were compared with the birth outcomes
of women participating in the Medicaid program
only (31,982). Women with multiple births (1,818)
were excluded from the analysis. In addition, be-
cause women who give birth preterm have a re-
duced opportunity to participate in Family Case
Management, women entering Family Case Man-
agement in their third trimester could potentially
bias the results. Because of database limitations,
however, we were not able to exclude women
who entered Family Case Management in the
third trimester. In an attempt to control for this
potential bias, entry into prenatal care was used
as a proxy for entry into Family Case Manage-
ment. Therefore, all women who entered prena-
tal care in the third trimester were excluded from
the analysis (3,436). Finally, because women who
had no prenatal care were also less likely to have
participated in Family Case Management, they
were also excluded from this analysis (1,999).
Variables
Independent variable. Participation in Family
Case Management, the independent variable,
was defined for most clients by an active status
in Cornerstone. Once a case manager successfully
contacted a client, the client’s existing Corner-
stone file was activated, or an active Cornerstone
file was created for her.
Outcome variables. The outcome variables in this
study were VLBW (,1500 g), LBW (,2500 g), and
IM (death within the first year of life). These vari-
ables were identified through the Vital Records
linked Birth–Death Certificate File.
Potentially confounding variables. Maternal vari-
ables known to influence birth outcomes were ex-
amined. These variables include (1) racial/ethnic
group (African American, white, Hispanic), (2)
marital status, (3) age (,20 or .34, 20–34), (4) ed-
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ucation level (,12 years, $12 years), (5) cigarette
smoking, (6) medical risk factors (complications
of pregnancy and concurrent illnesses), (7) parity
(0–4, .4), (8) adequacy of prenatal care (adequate
was defined using Kessner’s adequate category;
less than adequate is a combination of Kessner’s
intermediate and inadequate categories), and (8)
participation in WIC.17 Although the prevalence
of alcohol use among pregnant women has in-
creased since 1991,18 alcohol consumption was
not examined as a risk factor because of poor self-
reporting history on birth certificates.19,20 These
variables were identified through the linked Vi-
tal Records Master Birth File and later through
the linked Birth–Death Certificate File and Cor-
nerstone.
Statistical analysis
Crude outcome rates were compared between
Family Case Management and non-Family Case
Management participants using chi-square tests.
Then, potentially confounding variables were in-
dividually assessed for a relationship to the in-
dependent variable (Family Case Management)
and each of the outcome variables (VLBW, LBW,
IM) using chi-square tests. Variables found to be
significantly associated with the independent
variables or outcome variables were then in-
cluded in a logistic regression analysis. Each lo-
gistic regression analysis assessed the effect of the
Family Case Management program on a unique
birth outcome while controlling for measurable
risk markers.
RESULTS
Outcome measures in Table 1 reveal that the
VLBW rate, the LBW rate, and the IM rate were
all significantly lower among the women on Med-
icaid who participated in Family Case Manage-
ment than among those who did not participate
in Family Case Management. The birth outcomes
are also shown separately for African American,
Hispanic, unmarried, and teen clients, of whom
all, with the exception of the IM rate among
African Americans, had a significant decrease in
the outcomes examined.
Table 2 shows the chi-square analysis for po-
tential confounding variables. The numbers in
Table 2 refer to percentages of participants and
nonparticipants with certain potentially con-
founding variables. Women who participated in
Family Case Management were less likely to be
African American (i.e., approximately one half of
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TABLE 1. OUTCOME MEASURES FOR ALL MEDICAID LIVE BIRTHS BY PRESENCE
OF FAMILY CASE MANAGEMENT (FCM), ILLINOIS, 1996a
Participated in Did not p value for
Outcome measures FCM participate in FCM % decrease difference
Total n 5 42,683 n 5 31,982
% ,1500 g 1.4 2.5 44 ,0.05
% ,2500 g 8.3 12.9 36 ,0.05
Infant deaths per 1000 live births 7.9 11.8 33 ,0.05
African American n 5 10,795 n 5 16,959
% ,1500 g 2.5 3.1 19 ,0.05
% ,2500 g 13.0 16.2 20 ,0.05
Infant deaths per 1000 live births 12.9 14.0 8
Hispanic n 5 13,430 n 5 7,0960
% ,1500 g 0.7 1.4 50 ,0.05
% ,2500 g 5.3 7.8 32 ,0.05
Infant deaths per 1000 live births 5.5 7.6 28 ,0.05
Unmarried n 5 26,808 n 5 23,581
% ,1500 g 1.6 2.7 41 ,0.05
% ,2500 g 9.3 14.1 34 ,0.05
Infant deaths per 1000 live births 8.8 12.8 31 ,0.05
,20 years of age n 5 11,040 n 5 8,5420
% ,1500 g 1.5 2.3 35 ,0.05
% ,2500 g 8.7 12.0 39 ,0.05
Infant deaths per 1000 live births 7.2 11.5 37 ,0.05
aIncludes multiple births and women with third trimester entry into prenatal care and no prenatal care.
nonparticipants were African American, and only
one quarter of participants were African Ameri-
can), to be unmarried, to be ,20 years or .34
years of age, to have had more than four births,
to have less than adequate prenatal care, to have
not participated in the WIC program and more
likely to be white or Hispanic and to have smoked
than the Medicaid recipients who did not partic-
ipate in Family Case Management. No difference
was found between the two groups in years of
education or medical risk factors during preg-
nancy. Therefore, these factors were not included
in the logistic regression analysis.
Adverse birth outcomes were assessed by po-
tential confounding factors (Table 3). The VLBW
and LBW rates were found to be significantly as-
sociated with all factors examined, with the ex-
ception of prenatal care adequacy and education,
respectively. The IM rate was significantly asso-
ciated with all factors examined, with the excep-
tion of maternal age. Only the factors found to be
significantly associated with an adverse birth out-
come were included in the logistic regression
analysis for that outcome.
Table 4 presents the results of the logistic re-
gression analysis. After controlling for those fac-
tors found to be significantly associated with ei-
ther participation in Family Case Management or
the birth outcome, not participating in WIC,
smoking, and being African American were the
strongest predictors of adverse birth outcomes
among those factors examined. Women who par-
ticipated in Family Case Management were
found to be 0.86 times as likely to have had a
VLBW birth, 0.83 times as likely to have had an
LBW birth, and 0.98 times as likely to have had
an infant death. Confidence intervals for both the
VLBW and LBW ORs did not include 1.00.
DISCUSSION
The results of this study suggest that Family
Case Management participation improves birth
outcomes among low-income women. In com-
parison with infants born to women not enrolled
in Family Case Management, infants enrolled in
Family Case Management weighed more and had
a slightly, although not statistically significant,
greater chance for survival. Taking into consid-
eration the fact that IM is a rare event, the failure
of this outcome measure to reach statistical sig-
nificance may be due to insufficient power to de-
tect a difference. Family Case Management ap-
pears to have the largest effect on the LBW rate.
This is an important area for intervention, as in-
fants weighing ,2500 g have a 40 times greater
risk of neonatal death and 5 times greater risk of
postneonatal death than do normal birth weight
infants.3 These results, however, should be con-
sidered while keeping the limitations of the study
in mind.
Study limitations
Selection bias. In a study such as this, in which
it was not possible to randomize patients into
treatment and control groups, there is a possibil-
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TABLE 2. ASSOCIATION OF PARTICIPATION IN FAMILY CASE MANAGEMENT (FCM) WITH POTENTIAL CONFOUNDING
FACTORS AMONG WOMEN WITH SINGLETON MEDICAID LIVE BIRTHS, ILLINOIS, 1996a
Participated in Did not participate
Potential confounding FCM in FCM p value for
factor (%) (%) difference
African American 24.6 52.0 ,0.001
White 73.4 46.3 ,0.001
Hispanic 31.3 22.7 ,0.001
Unmarried 62.4 72.7 ,0.001
,20 years or .34 years of age 30.4 33.1 ,0.001
Education ,12 yearsb 42.7 42.1 ,0.389
Mother smoked 20.1 17.6 ,0.001
Medical risk factors this pregnancyb 25.8 25.6 ,0.561
Parity .4 9.4 15.9 ,0.001
Kessner index less than adequate 37.7 42.2 ,0.001
Did not participate in WIC 22.2 46.1 ,0.001
aExcluding births to mothers who had no prenatal care or entered prenatal care in the third trimester.
bNot included in the logistic regression analysis.
ity of selection bias. Participants in Family Case
Management appear to be at lower risk with re-
spect to several factors, such as race, marital sta-
tus, age, and WIC participation. One source of se-
lection bias may have resulted from the methods
of recruitment.
Women were recruited into the program by
two methods, through the Department of Public
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TABLE 3. ASSOCIATION OF PARTICIPATION IN FCM WITH POTENTIAL CONFOUNDING FACTORS
AMONG WOMEN WITH SINGLETON MEDICAID LIVE BIRTHS, ILLINOIS, 1996a
Potential confounding Very low Low birth weight Infant mortality rate
factor birth weight rate (%) rate (%) (per 1000)
Race/ethnicity
African American 2.2 12.5 11.8
White 1.0 6.3 6.9
Hispanic 0.9 5.3 6.7
Marital status
Single 1.7 9.7 9.7
Married 1.1 6.2 6.6
Age (years)
,20 and .34 1.7 9.9 8.9*
20–34 1.4 7.9 8.6*
Education (years)
,12 1.4 8.6* 9.6
$12 1.6 8.5* 8.0
Smoking status
Mother smoked 1.8 13.4 11.7
Mother did not smoke 1.4 7.4 8.0
Medical risk factors this pregnancy
Present 3.5 15.7 14.5
Absent 0.8 6.1 6.7
Parity
0–4 1.4 8.0 8.1
.4 1.9 12.3 13.2
Kessner index
Adequate 1.4* 7.5 7.5
Less than adequate 1.5* 10.2 10.6
WIC participation
Did not participate 2.4 11 12.4
Participated 1.1 7.4 7.0
aExcluding births to mothers who had no prenatal care or entered prenatal care in the third trimester.
*All differences are significant to the 0.05 level with the exception of those values with an asterisk (*). Factors not
found to be significantly associated with an adverse outcome were not included in the logistic regression analysis for
that outcome.
TABLE 4. ADJUSTED ORS (95% CIS) FOR ADVERSE BIRTH OUTCOMES BY PRESENCE OF
CONFOUNDING FACTORS FOR SINGLETON MEDICAID LIVE BIRTHS, ILLINOIS, 1996a
Very low
Risk factor birth weight Low birth weight Infant mortality
African American 1.71 (0.99, 2.94) 1.43 (1.14, 1.79) 1.33 (0.67, 2.63)
White 0.94 (0.54, 1.62) 0.75 (0.60, 0.94) 0.87 (0.44, 1.72)
Hispanic 0.80 (0.65, 0.98) 0.94 (0.86, 1.03) 1.03 (0.80, 1.31)
Unmarried 1.17 (1.00, 1.34) 1.14 (1.07, 1.22) 1.21 (0.99, 1.48)
,20 and .34 years of age 1.25 (1.09, 1.43) 1.24 (1.17, 1.31)
Mother smoked 1.25 (1.06, 1.46) 1.97 (1.85, 2.11) 1.44 (1.17, 1.76)
Parity .4 1.11 (0.93, 1.33) 1.23 (1.14, 1.33) 1.31 (1.05, 1.64)
Less than adequate Kessner 1.78 (1.66, 1.91) 1.25 (1.08, 1.48)
Did not participate in WIC 2.25 (1.97, 2.56) 1.44 (1.36, 1.53) 1.73 (1.46, 2.05)
Family Case Management 0.86 (0.75, 0.99) 0.83 (0.79, 0.89) 0.98 (0.82, 1.17)
aExcluding births to mothers who had no prenatal care or entered prenatal care in the third trimester.
Aid and by community outreach. The Depart-
ment of Public Aid periodically downloaded
names of all known pregnant women on Medic-
aid from the MMIS into Cornerstone, the man-
agement information system for Illinois’ WIC and
Family Case Management programs. This
method of outreach was very effective in reach-
ing women who became eligible for Medicaid by
becoming pregnant through the Medicaid ex-
pansion. Many women, however, were on Med-
icaid before becoming pregnant. Although the
latter, who were often Temporary Assistance to
Needy Families (TANF) recipients as well, were
required to meet with their caseworkers every 6
months, the caseworkers may not have inquired
routinely about pregnancy status. As only those
files of women both on Medicaid and known to
be pregnant were downloaded into Cornerstone,
many pregnant women on TANF were missed.
These women are potentially the most at risk for
adverse pregnancy outcomes. Data from the Illi-
nois Department of Human Services reveal that
in June of 1996, 45% of TANF recipients were
African American compared with 39% who were
white and 15% who were Hispanic. This may help
account for the fact that a large proportion of the
nonparticipants were African American. Further-
more, there is a group of women who were not
on Medicaid until after delivery. These women
were either unaware of their eligibility or became
eligible for Medicaid only after incurring hospi-
tal expenses by giving birth. Thus, the non-Fam-
ily Case Management participants were largely
women who received TANF as well as women
who spent down to Medicaid eligibility, whereas
Family Case Management participants consisted
mostly of women who were eligible for Medicaid
through the Medicaid expansion by becoming
pregnant.
Although participants were at lower risk for
several risk factors, the effect of Family Case
Management participation remained after ad-
justment for risk factors in the logistic regression
model. Even though we compared outcomes
among Medicaid recipients only, Family Case
Management participants and nonparticipants
may differ in ways not measured in this study.
We controlled for several measurable sociode-
mographic and behavioral characteristics, but dif-
ferences in other unmeasureable characteristics
could have biased our findings. Women who par-
ticipated in Family Case Management may have
been more willing to seek services, more recep-
tive to recommendations of healthcare providers,
more likely to adopt healthful behaviors and may
have had more resources.
Database limitations. Limitations exist in the
databases used in this evaluation. In 1996, there
were shortcomings in the management informa-
tion system that may have underestimated the ef-
fects of Family Case Management. First, prior to
1997, two management information systems were
used in Illinois, the Cornerstone system, used
statewide, and a non-Cornerstone system, used
only in Chicago. When the two systems were
merged in 1996 to create a single statewide sys-
tem, some of the women in the non-Cornerstone
file with inactive statuses were inadvertently
given active statuses. Therefore, women whose
files were downloaded from Public Aid into
Chicago’s non-Cornerstone management infor-
mation system but were never successfully con-
tacted by a case manager became active when the
two systems were merged. Although we are un-
able to accurately estimate the number of mis-
classified women, we know that it is ,5000. This
differential misclassification bias may have un-
derestimated the effect of our intervention.
Second, because neither the trimester in which
participation was initiated nor the number of suc-
cessful visits were recorded in Cornerstone as of
1996, we were not able to assess a dose-response.
This may have resulted in an underestimation of
the effect of Family Case Management on birth
outcomes, as women with only one successful
contact are included in the intervention group.
Lastly, since birth certificate data were crucial
to this analysis, limitations of this database are
relevant to this study. Studies of the accuracy of
birth certificate variables suggest that reporting
is very accurate for birth weight, fair to good for
tobacco use and prenatal care, and poor for med-
ical history and alcohol use.19,20
Nonuniformity of intervention. This study is also
limited in its inability to control for variability in
the intervention. Because the Family Case Man-
agement program is implemented through a va-
riety of sites (local health departments, federally
qualified health centers, and community-based
organizations), the intervention is not entirely
uniform. Although each case manager has guide-
lines to follow, it may be impossible to meet these
guidelines in every case because of extenuating
circumstances, such as attrition or late enrollment
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into the program. Until the uniformity of inter-
vention can be accurately assessed, this will re-
main a limitation for any Family Case Manage-
ment evaluation.
Preterm delivery bias. The only criterion for in-
clusion in the intervention group was an active
case management status in Cornerstone, which is
defined by at least one successful contact between
the Family Case Management agency and the
client. The successful contact could have been
made at any time during the pregnancy. Because
a woman can enter the Family Case Management
program at any time during her pregnancy,
preterm delivery bias is also a limitation of this
study. Premature delivery results in a reduced
opportunity for participation in Family Case
Management. Because women who deliver
preterm have less opportunity to participate in
Family Case Management than women who de-
liver at term, women entering the program late
in their pregnancies may have created a spurious
relationship between participation in Family
Case Management and improved birth outcomes,
overestimating our results. We attempted to con-
trol for this by excluding from the analysis all wo-
men who either entered prenatal care in the third
trimester or received no prenatal care.
Recommendations
In order to see a maximum effect of Family Case
Management, some improvements need to be
made. First, efforts to identify pregnant TANF (for-
merly AFDC) recipients early in their pregnancy
must be improved. The earlier the women are
identified and the earlier their information is
downloaded into Cornerstone from the MMIS, the
earlier a Family Case Management case manager
can contact them about the program. Second, im-
provements in outreach and case finding need to
be made to identify the non-TANF Medicaid re-
cipients eligible to participate in Family Case Man-
agement. Third, although a higher proportion of
women in Family Case Management also partici-
pated in the WIC program than those not in Fam-
ily Case Management (77.8% vs. 53.9%), we need
to improve service integration to ensure that all
nutritionally at-risk pregnant women who are par-
ticipating in Family Case Management are also
participating in WIC, and vice versa.
Further evaluation of comprehensive prenatal
care case management services is needed to val-
idate this study and to identify the program fea-
tures that are associated with improved birth out-
comes. One such feature of the program may be
the increased participation of the intervention
group in the WIC program. Women who partic-
ipated in Family Case Management were signifi-
cantly more likely to also participate in the WIC
program, consistent with the findings in North
Carolina’s Baby Love Program.11 This is impor-
tant for three reasons. First, previous studies have
suggested that WIC participation alone improves
birth outcomes.21,22 Second, participation in both
programs seems to have a synergistic effect on
birth outcomes (Illinois Department of Human
Services, unpublished observations). Third, be-
cause it is the goal of the Family Case Manage-
ment program to assist women in navigating the
services available to them, increased WIC partic-
ipation is just one example of the impact this type
of assistance can have.
CONCLUSIONS
LBW and IM are serious problems in both the
state of Illinois and the United States. Evidence
has shown that routine access to traditional pre-
natal care is not enough to address the confluence
of social, economic, and healthcare factors asso-
ciated with poor birth outcomes. Low-income
women must have their basic housing, nutrition,
healthcare, and transportation needs met, as well
as their need for traditional prenatal care. The
Family Case Management Program may assist
low-income pregnant women in meeting these
needs. This study suggests that Family Case Man-
agement may be effective in improving birth out-
comes among low-income women through en-
hanced prenatal care services.
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